Basic Medicaid Billing Guideline April 2007

G. APPENDIX G
PROVIDER FORMS

All of the provider forms can be located on DMA’s website
(http://www.dhhs.state.nc.us/dma/forms.html#prov). These are sample forms and to
reproduce these forms, please go to the appropriate form on DMA’s website.

Form Page Number

Fee Schedule Request Form G-2

Medicaid Provider Change Form G-3

Carolina ACCESS Provider Information Change Form G-4, G-5

Advance Directive Brochure G-6, G-7

Health Check Agreement Between Primary Care Provider (PCP) G-8, G-9
and the Local Health Department

Carolina ACCESS Hospital Admitting Agreement/Formal G-10, G-11, G-12
Arrangement

WIC Exchange for Information for Women (with instructions) G-13, G-14

WIC Exchange of Information for Infants and Children (with G-15, G-16
instructions)

Medical Record Release for WIC Referral G-17
Carolina ACCESS Override Request G-18
Carolina ACCESS Medical Exemption Request (DMA-9002) G-19

Certification of Signature on File G-20

Medicare Crossover Reference Request G-21
Health Insurance Information Referral (DMA-2057) G-22

Third Party Recovery (TPR) Accident Information Report (DMA- | G-23
2043)

Health Insurance Premium Payment (HIPP) Application (DMA- G-24
2069)

Medicaid Credit Balance Report G-25, G-26
Medicaid Claim Adjustment Request G-27
Pharmacy Adjustment Request (372-200) G-28

Medicaid Resolution Inquiry G-29

Electronic Funds Transfer (EFT) Authorization Agreement G-30
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SAMPLE OF FEE SCHEDULE REQUEST FORM

Fee Schedule Request Form

There is no charge for fee schedules requested from the Division of Medical Assistance (DMA). .
Providers are expected to bill their usual and customary rate. Please note that fee schedules change
regularly and you will be provided the most current version upon the receipt of your request.

All requests for fee schedules must be made on the Fee Schedule Request form and mailed to:

Drvision of Medical Assistance

Finance Management/Rate Setting - Fee Schedules
2501 Mail Service Center

Raleigh, N. C. 27699-2501

Or fax your request to DMA’s Finance Management/Rate Setting section at 919-715-2209.
lease note that many fee schedules can be durectly accessed and obtamed at our website
www.dhhs state ne/dma. If you can not get your schedule then submuit this form.

NOTE: PHONE REQUESTS ARE NOT ACCEPTED

Adult Care Homes Personal Care Services (ACH-PCS)

Ambulance

Community Alternatives Program (CAP-MR/DD, CAP-AIDS. CAP-DA. CAP-C)
Dental

Durable Medical Equipment

Health Department

Home Health

Home Infusion Therapy

Hospice

Licensed Clinical Social Worker

Licensed Psychologist

Nurse Midwife

Occupational Therapist

Orthotics and Prosthetics

Physical Therapist

Physician Fees (includes x-ray and laboratory, nurse midwite, optical)
Respiratory Therapy

Speech Therapy

TR NI

Name(Provider/Facility): Provider Type:

Provider #:

E-Mail Address

Contact Person: Phone:

Date of Request:

Format of fee schedule requested (circle one of each) Emailed or Disk copy / Excel or Adobe version

2/21/06
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SAMPLE MEDICAID PROVIDER CHANGE FORM

MEDICAID PROVIDER CHANGE FORM

Date:

Medicaid Provider Number (Required):

Medicaid Provider Name:

Tvype of Provider: (select one)
| Group Provider ‘ | Individual Provider

Type of Change: (select all that apply)
Change of Business Name |[] Change of Ownership Change of Tax ID Number Address Change OR
(attach completed W-9) (attach completed W-9) (attach completed W-9) | Termination

Terminate Medicaid Participation Effective date):

Reason:

Change Medicaid Provider Physical Address to:
(If applicable, attach a copy of facility license)

Contact Name:
Telephone Number:
Email Address:

Change Medicaid Provider Payment Address to:

Add or Delete Participating Individual Provider(s) to/from Medicaid Group:

Individual Provider Name |Individual Medicaid Provider Social Security License Number
Number (Required) Number

Qadd
Odelete
Qadd
Odelete

Dadd
Odelete
Dadd
Odelete

Note: If you are a Carolina ACCESS provider, please complete the Carolina ACCESS Provider Change Form on
our website at http://www dhhs state ne us/dma/Forms/capicf pdf

Authorized Signature:

Typed or Printed Name and Title of Authorized Signature Above

Mail this form to: DMA Provider Services, 2501 Mail Service Center Raleigh, NC 27699-2501 or fax to 919-715-8548.
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All Carolina ACCESS and ACCESS II Providers must, also, complete the Carclina ACCESS Provider
Change Form or obtain a copy of the form by calling Provider Services @ 919-855-4050.

These Medicaid providers must report all changes to the Division of Medical Assistance using this form.
ACCESS II Providers & Administrative Entities — Also, report changes to the N.C. Office of Research, Demonstrations,
and Rural Health Development (919-715-7625).

Ambulance Services

Certified Registered Nurse Anesthetists

Chiropractors

Community Alternative Program Services - DMA Provider Services contacts you to obtain additional information as needed to
complete your change request.

Dentists

Developmental Evaluation Centers

DSS Case Management

Durable Medical Equipment Services - Include a copy of your new license.

Federal Qualified Health Centers

Head Start Programs

Health Departments

Heanng Aid Dealers

HIV Case Management

Home Infusion Therapy Services - Include a copy of your new license.

HMO Rusk Contracting Managed Care Plans

Independent Diagnostic Treatment Facilities

Freestanding Birthing Centers - Include a copy of your new accreditation from the Commission of Free-Standing Birthing Centers.
Independent Freestanding Laboratories - Include a copy of vour new CLIA certificate.

Independent Practitioners {Audiologists, Occupational Therapists, Physical Therapists, Respiratory Therapists, Speech Therapists)
Licensed Clinical Social Workers

Licensed Psychologists

Mental Health Centers

Nurse Midwives

Nurse Practitioners

Optical Services

Optometrists

Osteopaths

Out-of-State Hospitals

Personal Care Services - Include a copy of your new license.

Physicians

Planned Parenthood Programs

Pharmacies - Include a copy of your new license.

Private Duty Nurses - Include a copy of your new license.

Psychiatric Clinical Nurse Specialist

Psychiatric Nurse Practitioners

Public School Health Programs

Residential Evaluation Centers

School Based Health Centers

The providers listed here must also report changes to the Division of Facilitv Services by calling (919) 733-1610.
Adult Care Homes

Ambulatory Surgical Centers

Cutical Access Hospitals

Dialysis Centers

Home Health Agencies

Hospice

Intermediate Care/Mental Retardation Facilities
In-State Hospatals

Nursing Facilities

Portable X-Ray Suppliers

Psychiatric Residential Treatment Facilities
Residential Child Care Facility (Lewel IT-IV)
Rural Health Clinics
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SAMPLE OF CAROLINA ACCESS PROVIDER INFORMATION CHANGE FORM

CAROLINA ACCESS PROVIDER INFORMATION CHANGE FORM

For DMA Office Use Only
EIS EDS. ACCESS COUNTY

Date:

CA Practice Name:

CA Practice Provider Number: County:

This CA practice requests the following change(s) be made to their CA application and information contained
in CA databases:

Change CA practice name to:
Please make change effective for CA (date):

Change CA practice provider number to: Make change effective for CA (date):
Reason for number change:

Terminate CA practice provider number effective (date): Reason:

Change enrollment restriction information (i.e., ages 15 and up only):

New enrollment restriction code(s):

Delete provider(s) from practice:

Add participating provider(s) to practice: (Note: Medical license number of all new provider(s) and individual
Medicaid provider number of new physician(s) must be included.)
Provider Name Title License Number Individual Medicaid Provider Number
(MDs Only)

Change CA practice site address to:

Change CA practice mailing address (if different from site address) to:

Change telephone number to: Change after-hours telephone number to:

Change enrollment limit from: : (Note: maximum 2000 per participating provider
in this practice.)

Change contact person to: Title:

Add county(ies) served: Delete county(ies) served:

Comments/Other:

Form Completed By: Title:

Note: Please fax form to the DMA Provider Services at (919) 715-8548 Changes will be entered in the
database(s) and changes made to the CA application on file.

(Revised 10/01)
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This form is intended for use when making a change in the information originally provided on the Carolina ACCESS (CA)
PCP application. Providers are also responsible for ensuring that information on file with the Medicaid program for their
practice or facility remains up-to-date. (Please refer to the January 2001 Special Bulletin I, Provider Enroliment
Guidelines for information on notifying Medicaid of a change within your practice.) Medicaid bulletins and other valuable
information are available on the Division of Medical Assistance’s Internet web site at http://www.dhhs.state.nc.us/dma.

Multiple changes may be indicated on the same change form. The following information must be included for each
change request:

* (A practice name

e (A practice provider number

+ Name and title of the person at the practice requesting the change

Fax the completed form to DMA Provider Services at (919) 715-8548. Note: It is not necessary to fax the back of the form
(instructions) with the change form.

When changing a CA practice provider number, the reason for the number change must be provided. When terminating
a CA practice provider number, DMA will disenroll all enrollees from your practice effective on the first day of the next
calendar month provided that the request is received prior to the 12%" working day before the last day of the month.
Requests received after that day will be made effective on the first day of the month following the next calendar month.
Therefore, enrollees may remain enrolled through the end of the month following the notification of changes.
Providers will be notified of the effective date of the termination.

When adding a participating provider to a practice, the provider’s fitle (e.g., M.D., N.P., Midwife, P.A.) and the medical
license number must be included for all new providers. The physician’s individual Medicaid provider number must also
be included on the form. For nurse practitioners, midwives, or physician assistants only the license number is required.
If any of the required information is missing from the change form, the provider(s) cannot be listed as a CA provider with
the practice.

A new CA application is required when any of the following occurs:

* The provider or representative who signed the CA Agreement is no longer with the practice.

e The practice has had a change in ownership.

* All the providers in the practice have changed since the original application and Agreement were signed.

+ Multiple change forms have been submitted and the original application is no longer valid.

If a change form is submitted, but it is deemed appropriate to request a new CA application, the provider will be
contacted by DMA

Note: When a new CA application and Agreement are sent to replace an existing application on file and the

provider ID number is changing with the new application, a change form requesting the termination or
cross referencing of the old number should be submitted together with the new application. This will
prevent problems with management fee(s) and claim(s) payment(s). A new CA application can be obtained
by calling DMA Provider Services at 919-857-4017.

Enrollment Restriction Codes

Mo restriction
Established patients only
MPW only (pink card)
Dialysis patients-including nephrology-only (in same or contiguous counties)
Chronic infectious disease patients only (in same or contiguous counties)
Oncology patients only (in same or contiguous counties)
Established patients and siblings
Newborns only
Two track clinics: facilities serving two distinct populations
15 Age restriction

Please call DMA Provider Services at 919-857-4017 if there are questions
about the change form or the Carolina ACCESS application process.
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SAMPLE OF ADVANCE DIRECTIVES BROCHURE

Doctor and sach bealth care agent you named of the chapgs. You cm
camcal your advamee instuction for mental health meatment while you are
able to maks and meke keown your dedisions, by telling your doctor o
other provider that you want to cancel it

Whom should I talk o about an advance directive?
Yo should talk to those closast to you abowt an advance directive and
yourr Szalimzs abous the health care you would liks to receive. Your dector
or haalth cars poovider coam amswer medical questions. A lawyer con
answer questons dboun the law.  Soms people also dscuss the daciston
with clergy or other masted advizers.

Where should I keep my advance directive?
Eleep a copy m a safe place where your family mendbers can gatit. Give
copizs to your family, vour decter or other healfvmemml healt care
provider, your health care agemt, and any close fiends who might be asked
abosat your cars should you becoms umable s make decisions.

What if T have an advance directive from another state?
Ar advence directve from another state may not mest all of Nomh
Carolma’s naes. To be sure about this, you mery want to make an advance
directive in Morth Carolma toe. O you could have your lawyer review the
advance directive from the other siate.

Where can I et more information?

Wour bealth care provider can tell you howw to get more mfpmation about
advanra directives by confactng

This divunent wir devalipid by the North Cirolivg
Diviion & Miadicai Ausisiance i csaperation with
e Digprarimant of Human Resources Advisery Fumid
o Advanze Direitivis 1991, Revised 1998

Medical Care Decisions
and Advance Directives
What You Should Know

Whart are My Rights?

Who decides about my medical care or trextment?
If you are 18 or older and have the capacity to maks and commymicate
health care decisions, you hawe the right to make dacisions ahout your
miedical mersa] health Texment You should falk s your doctor or other
health care provider sbowt amy meameent or procsdure so that you
understand what will be dome and why., Vou have the dght to say yes or oo
to freamnents raconenended by your doctor of mentyl health provider. If
you want to contral decisions about your healthimental health care even if
you pecome unable 1o maks or o express them yourself you will need an
“advance direcive”

What & an “advance directive™?
Ar advance diracdve is 2 et of dractions you give about the health memal
health care you want if you ever loss the ability to make decisions for
yorself Morth Carcline kas three ways for you to make a formal advapce
directive. Ooeway i3 called a “Iving wall™, mmother is called 2 “health care
power of attormey”; and amether &3 called am “advance instructicn for
memtal health treatment.”

Do I have to have an advance directve and what bappens if I don’t?
Makins a living will a health care power of aftorney or an advance
imsmxtion for mental health teatmsnt i3 your chedce  If you become
umahble to meke your owan decisions; and you have no living will, advance
imsmxtion for mentl health weatment or a person named o nake
redical mental health dacistors for you (health care agent™), your doctor
or hzalth/mental health care provider will consult with semsone close o
Fon Abedut Your cars.
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Living Wili

What & a living will?
In Morth Careliza, a living will is a documsnt that talls others that you
want %o die a natumal death if you are tenminally and incumably sick oz ina
persistent vapemtive stare fom which vou will not recover. In 2 Hving
will. you can direct your decior not to use heroic reatments that would
delay your dyics, for exampls by wsins 2 breathing machine (“respirator™
or “venfilator™). or to stop such meaments if they have been stamed. You
cam also diect your doctor not to bBegin of to stop Eiving you feod and

water rl'au%' h a tube "antificial ouirition of bydration™

Health Care Power gf Attorney

What & a health care power of attormey?
In Worth Carolina, you can name 2 persen i make medicalmental health
care decisions for you i you Later become umabls to decide vourself Thiz
person is called your “healt cars agept.” In the lesal document vou name
who you want yoor agsmt fo be You can sy whar medical
reammants mental haalth treatments you would wamt 2nd what you would
pot want  Your bealth core agent then Emows what choices you would
ke

How should I choose a health care agent?
Yo sheuld choose an adalt vou must and disoass your wishes with the
perzon before vou put them in writns

Advarce Inseruction for Mensal Health Tregnment

VWhat & an advance instroction for mental health meatment?
In North Caroling, an advance insmaction for mental health reament is a
lezal documemt that talls doctors and health care prosiders what memal
health weamperess you would want and what meaments you would not
want, if vou later becoms umable to dacide yourself. The desiznation of a
person 10 make your memal health care decisions, should vou e umatle o
mke them yorsalf, mast be established 25 pant of a valid Health Care
Power of Amamay.

Oeher Ouestions

How do I make an advance directive?
Yo mwst follow seveml mules when you make a formal lving will, bealth
care powsr of abiormey of an advance instuction for menfal health
meamment. Thase niles are to protect vou and ensurs that your wishes ame
clear to the doctor or other provider whe may be asked to camy them out.
A Hving will, a health care power of attormey and an advance mstmiction
for mental haalth freamment mwst be written and sizned by vou whils you
are stll able to understand your condition and treatment chedces and o
cike those choice: knowe  Two qualiSed peopls must wimess all thres
opes of advance directives. The lving will and the haalth care power of
atwarney also must be notanzed.

Are there forms I cam use to make an advance directive?

ez There s 2 Eving will form, 2 health care power of attormey form and
an advance memaction for mentl bealih weamment form that yeu can nse.
These forms mest all of the nalas for a formal advance dirsctve. Usins the
special form is the best way to make sure that your wishes are carried o

VWhen does an advance directive go into effect?
Aliving will goes mo effzct when vow are going to die seon and cammes be
cured, or when you are m a persistant vegefarive state. The powers Franted
by vour health care powsr of atomey go into effect whan your doctor
statzs in writing that you are not able fo make or to make known your
health care choices. When you make 2 health care power of attornay, you
can mame the decior or mental health provider you would want fo make
thiz decision. An advance mstruction for mental health reatment 2oes into
gffect when it i giver w your dector or mental health provider, The
docter will follow the memmactions you kave pus m e document, sxcept in
camtain sinations, affer the doctor detemminas that you are not able fo make
and to make koown your choices about mental health weamment After a
docior dessmnines your Health Care Powar of Aremey may nake
reatment decisions for oL

VWhat happens if [ change my mind?
Yo cam cancel your Living will amytims by informing your dector dhat you
wiamf to cancel if and desmoying all the copies of it You can change vour
health care power of aromey while you are able to make and maks known
your  decisions, by  sigming  amother ope  and  elling  your
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Sample of Health Check Agreement Between Primary Care Provider (PCP) and the Local
Health Department
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HEALTH CHECK AGREEMENT BETWEEN PRIMARY CARE PROVIDER
(PCP) AND THE LOCAL HEALTH DEPARTMENT

For recipients of Medicaid, birth to age 21, the Health Check Medical Screening Exam is
required as a comprehensive preventive service at an age appropriate recommended
schedule. It is the only reimbursable preventive medical service for this age group. There
are numerous components of the health check exam, all of which are required in the
Federal Early Periodic Screening Diagnosis and Treatment (EPSDT) program. All age
appropriate components must be performed at the time of a screening exam. These
components are listed and described in the attached document “Health Check Screening
Components.”

WHAT IS AN AGREEMENT FOR HEALTH CHECK?

If a Carolina ACCESS PCP cannot or chooses not to perform the comprehensive
health check screenings, this agreement allows the PCP to contract with the Health
Department serving the PCP*s county to perform the screenings for enollees in the
birth to 21 year age group.

The agreement requires the following:

e The Health Department must provide the results of the exam to the PCP within 30
days unless follow-up is necessary, in which case, the Health Department must
communicate the results of the screening within 24 hours.

The PCP is required to coordinate any necessary treatment or follow-up care as
determined by the screening.

Under this agreement. the health department must perform all health check
components at the time of the appointment unless circumstances require an
appointment be rescheduled.

If the PCP chooses to utilize this agreement in order to meet this Carolina ACCESS
requirement for participation, the agreement containing the original signatures of the PCP
or the authorized representative and the Director of the Health Department or an
authorized representative must be submitted to the Division of Medical Assistance
(DMA). The PCP must keep a copy of this agreement on file.

This agreement can be entered into or terminated at any time by the PCP or the Health
Department. DMA must be notified immediately of any change in the status of the
agreement.

Questions regarding this agreement or health check requirements can be made to DMA
Managed Care at 919-857-4022 or by contacting the regional Managed Care Consultant.
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AGREEMENT BETWEEN PRIMARY CARE PROVIDER AND HEATLTH DEPARTMENT TO
PROVIDE HEALTH CHECK SERVICES TO CAROLINA ACCESS PATIENTS

In order to provide coordinated care to those children who are enrolled in Carolina ACCESS and obtain
primary care services from and Health Check services and
imunizations from County Health Department (CHD), the undersigned agree
to the following provisions.

Primary Care Provider agrees to:

1. Refer Carolina ACCESS patients to the CHD for Health Check appointments. If the patient 1s in the
office, the physician/office staff will assist the patient in making a Health Check appomtment with the
CHD.

. Maintain, in the office. a copy of the physical examination and inmmmumization records as a part of the
patient’s permanent record.

. Momnitor the information provided by the CHD to assure that chaldren in the Carolina ACCESS
program are recetving immunizations as scheduled and counsel patients appropriately if they
are noncompliant with well child visits or immumizations.

. Review information provided by the CHD and follow up with patients when additional services are
needed.

. Provide the Division of Medical Assistance Managed Care Section at least tharty (30) days advance
notice if the Primary Care Provider (PCP) and/or the CHD wishes to discontinue this Agreement.

The Health Department agrees to:

1. Provide age appropriate Health Check examinations and immunizations within nmety (90) days of the
request for patients who are referred by the PCP or are self-referred.

. Send Health Check physical examination and immumzation records monthly to the Primary Care
Provider.

. Notify the Primary Care Provider of sigmficant findings on the Health Check examination within
twenty-four (24) hours. Allow the Primary Care Provider to direct further referrals for specialized
testing or treatment.

. Provide the Division of Medical Assistance Managed Care Section thirty (30) days advance notice if
the Primary Care Provider and/or the CHD washes to discontinue this Agreement.

Signature of Primary Care Provider or Authorized Official Date PCP Medicaid Provider #

Printed Name of Provider or Authorized Official Provider Group Name (if applicable)

Signature of Health Department Director/Designee Date

Printed Name of Health Department Director/Designee Health Dept. Provider Number

cc: DMA, Managed Care Section, Program Administrator (7/98)
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Sample of Carolina ACCESS Hospital Admitting Agreement/Formal Arrangement

CAROLINA ACCESS HOSPITAL ADMITTING REQUIREMENT

The establishment of a continuous and comprehensive patient/provider relationship is an essential
component of Carolina ACCESS. Therefore, Carolina ACCESS (CA) primary care providers (PCPs) are
required to establish and maintain hospital admitting privileges or have a formal arrangement with
another physician or group for the management of inpatient hospital admissions that addresses the needs
all enrollees or potential enrollees. If the CA practice does not admit patients and provide age-
appropriate inpatient hospital care at a hospital that participates with the North Carolina Medicaid
program, then the Carolina ACCESS Hospital Admitting Agreement form must be submitted to DMA
Provider Services to address this requirement for participation. To ensure a complete understanding
between both parties and continuity of coverage among providers, Carolina ACCESS has adopted the
Carolina ACCESS Hospital Admitting Agreement form, which serves as the written agreement between
the two parties. IF the Carolina ACCESS provider has entered into a formal arrangement for
inpatient services, this form must be completed by both parties, and the applicant must submit the
original form with the application for participation or when a change occurs regarding the
provider’s management of inpatient hospital admissions.

Note: A formal arrangement is defined as a voluntary agreement between the Carolina ACCESS
primary care provider and the agreeable physician/group. The agreeable party is committing in
writing to admit and coordinate medical care for the Carolina ACCESS enrollee throughout the
inpatient stay.

The following Carolina ACCESS requirements regarding inpatient hospital care must be met:

1. Under the conditions stated above, the CA PCP must provide inpatient hospital care, or have a
signed Carolina ACCESS Hospital Admitting Agreement form on file at DMA.

All ages of the provider’s CA enrollees or potential enrollees must be covered by the inpatient
hospital care or formal arrangement for inpatient hospital care or a combination of the two.

If the Carolina ACCESS Hospital Admitting Agreement form is utilized, the Agreement(s)
must be between the CA PCP and one or more of the following:

® a3 physician

= a group practice

® 3 hospitalist group

®  aphysician call group
Note: The above providers must be enrolled as NC Medicaid providers, but it is not
necessary that they be enrolled as Carolina ACCESS providers. Admissions through
unassigned hospital-based call groups do not meet this requirement.

Admitting privileges or the formal arrangement for inpatient hospital care must be maintained
at a hospital that is within a distance of thirty (30) miles or forty-five (45) minutes drive time
from the CA PCP’s practice.

Note: If there is no hospital that meets the above geographical criteria, the hospital
geographically closest to the C4 PCP’s (Contractor’s) practice will be accepted.

Exception may be granted in cases where it is determined the benefits of a provider’s
participation outweigh the provider’s inability to comply with this requirement.

Note: For more information refer to the 4greement for Participation as a Primary Care
Provider in North Carolina’s Patient Access and Coordinated Care Program, Section IV, 6.4.

Questions regarding hospital admitting privileges may be directed to DMA Managed Care by calling
019-857-4022.

(CA 8/03) Side 1
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Division of Medical Assistance
Provider Services
1985 Umstead Drive — 2501 Mail Service Center — Raleigh, N.C. 27699-2501
919-857-4017
www.dhhs.state.nc.us/dma

Carolina ACCESS Hospital Admitting Agreement/Formal Arrangement

This form is to be completed only if the Carolina ACCESS (CA) Primary Care Provider (PCP) does not
provide inpatient hospital care that addresses the needs of the CA enrollees or potential enrollees.

Carolina ACCESS Primary Care Provider or Applicant:
(First Party Section)

CA PCP Applicant Name: CA Provider Number:

Mailing Address:

Contact Person: Telephone Number:

To ensure a complete understanding between both parties and continuity of coverage among providers, Carolina
ACCESS has adopted the Carolina ACCESS Hospital Admitting Agreement/Formal Arrangement form. This
form serves as a formal written agreement established between the two parties as follows:

e The Carolina ACCESS Primary Care Provider is privileged to refer Carolina ACCESS patients to the second
party for hospital admission. The second party is agreeing to treat and administer to the medical needs of
these patients while they are hospitalized.

The second party will arrange coverage for Carolina ACCESS enrollee admissions during their vacations.
Either party may terminate this agreement at any time by giving written 30 days advance notice to the other
party or by mufual agreement.

The Carolina ACCESS Primary Care Provider will notify Carolina ACCESS in writing of any changes fo or
terminations of this agreement.

The Carolina ACCESS Primary Care Provider will provide the second party with the appropriate payment
authorization number.

Physician and/or Group Agreeing to Cover Hospital Admissions For
Above Carolina ACCESS Primary Care Provider Applicant:
(Second Party Section)

Physician/Group Name: Medicaid Provider Number:

Mailing Address:

Specialty: Ages Admitted:

Hospital Aftiliation(s) and Location(s):

Contact Person: Telephone Number:

Authorized Signature: Date:

(CA 8/03)
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SAMPLE OF WIC EXCHANGE FOR INFORMATION FOR WOMEN

MNarth Carolina Depariment of Health and Human Services
Division of Public Health
‘Women's and Children's Health Section
Nutrition Services Branch « WIC Program

WIC PROGRAM EXCHANGE OF INFORMATION
- WOMEN -
WIC is an Equal Opportunity Program.

RETURN COMPLETED FORM TO:

| authorize the exchange of the information below
between the WIC Program and my Health Care Provider.

Client's Signature:

Date:

¥ Information Below To Be Completed By The Health Care Provider ¥

1. Actual or Expected Date of Delivery:

. Enter date & results of most recent measurements:
Date Weight
Date Height
Date Hemoglobin OR Hematocrit

. Significant Obstetric History:

. Findings / Diagnosis / Recommendations:

5. Would you like to receive a summary of nutrition services provided by the WIC Program staff? QYes QONo

Completedby: Date: Phone:

Signature/Title

SUMMARY OF NUTRITION SERVICES (to be completed by the WIC Program Staff)

Date: Signature/Title: PhoneNo.:

DHHS 3482 (Revised 2/00)
DPHWCHS Nutrition Services Branch/WIC Procram (Review 3/03)
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WIC Program Exchange of Information
(DHHS 3492)

PURPOSE: To facilitate transmittal of information necessary for WIC certification between a
health care provider and the local WIC Program.

GENERAL
INSTRUCTIONS: The appropriate side of the form (infants/children or women) should be initiated by
the local WIC Program with the following information completed.

WIC Agency/Address/iPhone: of local WIC Program where person receives
program services.

Patient name/DOB: of person being referred.
Client’s Signature/Date: authorizing the exchange of information.

The health care provider should complete the relevant medical information, signand
date the form, and return it to the Local WIC Program.

If requested, the local WIC Program should provide a summary of nutrition services
to the referring individual.

DISTRIBUTION: Maintain a copy of the WIC Program Exchange of Information form in the Health
Record. Send a copy to the referring health care provider if requested.

DISPOSITION: This form may be destroyed in accordance with the Patient Clinical Records
Standard ofthe Records Disposition Schedule published by the Division of Archives
and History.

REORDER
INFORMATION: Additional copies of this form may be ordered on the Nutrition Services Branch
Requisition Form, DHHS 2507, from:

Nutrition Services Branch
1914 Mail Services Section
Raleigh, NC 27699-1914
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SAMPLE OF WIC EXCHANGE FOR INFORMATION FOR INFANTS AND
CHILDREN (WITH INSTRUCTIONS)

MNorth Carclina Depariment of Health and Human Services
Division of Public Health
Women's and Children's Health Section
Mutrition Services Branch = WIC Program

WIC PROGRAM EXCHANGE OF INFORMATION
— INFANTS & CHILDREN -

WIC is an Equal Opportunity Program.

RETURN COMPLETED FORM TO:

| authorize the exchange of the information below
between the WIC Program and my Health Care Provider.

Client's Signature:

Date:

¥ Information Below To Be Completed By The Health Care Provider ¥

Infant / Child is insured through { v one). Q Health Choice 1 Medicaid QA Other  QMNolnsurance
_If child is =24 months of age: Birthweight: Birth Length: Weeks Gestation:
. Enter date & results of most recent measurements / tests:
Date Weight
Date Recumbent Length: or Standing Height:
Date Hemoglobin: or  Hematocrit:
Date Blood Lead: or 1 Results not yet available
4. Immunization Status ( v one): QUp-to-Date O Not Up-to-Date
. Complete only ifinfantis 12 months or younger and drinking a formula other than Enfamil w/iron, Lactofree, or ProSobee.
a. Name of Prescribed Formula:
b. Reason infant cannot consume Enfamil w/ Iron, Lactofree, or ProSobee:
0 Formula Intolerance = 2 chronic diarrhea 0 persistent dermatological condition
2 persistentvomiting 3 persistent respiratory condition
1 Medical Diagnosis / Condition (specify):
c. Duration of prescribed formula use ( v one). O 1month 32 months Q3 months 23 Other
d. At the end of the prescnbed duration ( v one)
1 | must reassess the infant before there are any formula changes.
0 WIC Staff may rechallenge the infantwith — QO Enfamilw/lron 3 Lactofree Q0 ProSobee
. Special Instructions for Formula (i.e., dilution) / Findings / Other Recommendations:

. Complete only if child is older than 12 months of age and drinking any formula.
a. Name of Prescribed Formula:
b. Medical Diagnosis / Condition (specify):
c. Duration of prescribed formula use (v one): 0 6 months O Other (specify)
d. Special Instructions for Formula (i.e., dilution) / Findings / Other Recommendations:

7. Would you like to receive a summary of nutrition services provided by the WIC Program staff? QYes QMo

Completed by: Date: Phone:
Signafure/Title

DHHS 2402 (Rev 0}
PO LS e ruimas Branesh WIS Bramram (Sesisns 2071
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WIC Program Exchange of Information
(DHHS 3492)

PURPOSE: To facilitate transmittal of information necessary for WIC certification between a
health care provider and the local WIC Program.

GENERAL
INSTRUCTIONS: The appropriate side of the form (infants/children or women) should be initiated by
the local WIC Program with the following information completed.

WIC Agency/Address/Phone: of local WIC Program where person receives
program services.

Patient name/DOB: of person being referred.
Client’s Signature/Date: authorizing the exchange of information.

The health care provider should complete the relevantmedical information, signand
date the form, and return it to the Local WIC Program.

If requested, the local WIC Program should provide a summary of nutrition services
to the referring individual.

DISTRIBUTION: Maintain a copy of the WIC Program Exchange of Information form in the Health
Record. Send a copy to the referring health care provider if requested.

DISPOSITION: This form may be destroyed in accordance with the Patient Clinical Records
Standard of the Records Disposition Schedule published by the Division of Archives
and History.

REORDER
INFORMATION: Additional copies of this form may be ordered on the Nutrition Services Branch
Requisition Form, DHHS 2507, from:

MNutrition Services Branch
1914 Mail Services Section
Raleigh, NC 27699-1914
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SAMPLE OF MEDICAL RECORD RELEASE FOR WIC REFERRAL

MEDICAL RECORD RELEASE

I, the undersigned. give permission for my provider, acting on my behalf, to refer my name for
WIC services and to release necessary medical record information to the WIC agency.

Signature

(signature of patient being referred or. in case of children and infants, the signature and printed
name of the parent/guardian)

Date
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SAMPLE OF CAROLINA ACCESS OVERRIDE REQUEST

Carolina ACCESS Override Request

Complete this form to request a Carolina ACCESS override when you have received a denial for EOB
270 or 286 or the Primary Care Provider (PCP) has refused to authorize treatment for past date(s) of
service. The request must be submitted within six months of the date of service. Overrides will not be
considered unless the PCP has been contacted and refused to authorize treatment. Attach any
supporting documentation. Mail or fax completed form to EDS. EDS will telephone or fax your office
within 30 days with a denial or, if approved. the override number to use for filing the claim. This form 1s
also available in the Carolina ACCESS Primary Care Provider Manual and on DMA’s website at
http://www.dhhs state.nc.us/dma.

Mail To: CA Override Fax: CA Override
EDS Provider Services 919/851-4014
PO Box 300009
Raleigh, NC 27622

Recipient MID No. Recipient Name

Date(s) of Service . RA Date

Is this claim due to?
] A well visit
[l An mpatient admission

Ul An mpatient admission via the ER

PCP on recipient’s Medicaid card

Name of person contacted at PCP’s office Date contacted

Reason PCP stated he would not authorize treatment

Reason recipient stated he did not go to the PCP listed on his Medicaid card

I am requesting an override due to:

[] Enrollee linked incorrectly to PCP. Please explaim:

Who 1s the correct PCP?
This child has been placed in foster care in another area:
This enrollee has moved to another county:
The provider listed on the enrollee’s Medicaid card 1s different from the PCP indicated by the
AVR system (attach a copy of the Medicaid card with this form).

Unable to contact PCP. Please explain:

Other. Please explam:

Provider Name Provider Number

Provider Contact Telephone No. (

CA 09/02
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SAMPLE OF CAROLINA ACCESS MEDICAL EXEMPTION REQUEST (DMA-
9002)
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Carolina ACCESS Medical Exemption Request

Carolina ACCESS PCCM model was established in 1991based on the premise that patient care is best
served by a medical home where a Primary Care Provider (PCP) may coordimate care. The purpose of
this form 1s for the provider to list the reasons why a recipient would not benefit from this system of care.

Attention Recipient: Please fill out this section of the form consisting of recipient’s name, MID#, DOB
and county of residence

(Recipient Name) (MID#) (DOB) (County of Residence)

Attention Physician: The following section is to be completed only by a physician providing direct medical care
to the recipient. Please check all blocks that apply regarding the recipient’s medical condition and mail to the
address below. All incomplete forms will be returned to the physician.

I:' Terminal illness (the recipient has a six (6) month or less life expectancy and/or 1s currently a
hospice patient.)

D Major Organ Transplant: Specify organ

I:I Currently undergoing Chemotherapy or Radiation treatments. (Note: Exemptions for this
purpose are temporary until the completion of the therapy. If the therapy will last longer than 6
months, exemption must be requested after the 6 month time period during reapplication for
Medicaid coverage.)

Diagnosis/Other information: Specify reasons why this recipient would not benefit from having a
medical home with a local PCP who would coordinate their care. Supporting medical record
documentation must be submitted with this request.

Pursuant to federal regulations regarding utihzation of Medicaid services, the Division of Medical
Assistance 1s authorized by Section 1902 (a) (27) of the Social Security Act and Federal Regulation
42 CFR 431.107 to access information from the recipient’s medical records for the purposes directly
related to the admimstration of the Medicaid Program. Therefore, no special recipient permission is
necessary for the release of medical records. In addition, when applying for Medicaid benefits, each
recipient signs a release, which authorizes access to his/her Medicaid records by the appropriate
authorities.

(Physician Signature) (Medicaid Provider No.) (Date)

(Print Physician Name) (Telephone Number) (Fax Number)

Sign and mail completed forms to: DMA/ Managed Care

2501 Mail Service Center

Raleigh, NC 27699-2501
*If you have any questions or would like to apply to become a Carolina ACCESS provider,
please contact DMA/Managed Care at (919) 647-8170.

DMA-92002 (1/05)
Caraolina ACCESS
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SAMPLE OF CERTIFICATION OF SIGNATURE ON FILE

NORTH CAROLINA DIVISION OF MEDICAL ASSISTANCE

PROVIDER CERTIFICATION
FOR
SIGNATURE ON FILE

By signature below, I understand and agree that non-electronic Medicaid claims may be submitted without
signature and this certification is binding upon me for my actions as a Medicaid provider, my employees, or
agents who provide services to Medicaid recipients under my direction or who file claims under my
provider name and identification number.

I certify that all claims made for Medicaid payment shall be true, accurate, and complete and that services
billed to the Medicaid Program shall be personally furnished by me, my employees, or persons with whom
I have contracted to render services, under my personal direction.

T understand that payment of claims will be from federal, state and local tax funds and any false claims,
statements, or documents or concealment of a material fact may be prosecuted under applicable Federal and

State laws and I may be fined or imprisoned as provided by law.

I have read and agree to abide by all provisions within the NC Medicaid provider participation agreement
and/or on the back of the claim form.

SIGNATURE:

Print or Type Business Name of Provider

Signature of Provider

Group provider number to which this certification applies:

Attending provider number to which this certification applies:

Mail or fax the completed form to: EDs
Provider Enrollment
P.O. Box 300009
Raleigh, NC 27622
Fax: 919-851-4014
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SAMPLE OF MEDICARE CROSSOVER REFERENCE REQUEST

Medicare Crossover Reference Request

Provider Name:

Contact Person (required): Telephone (required):

Select the appropriate Medicare Carvier/Intermediary/DMERC from the following listing, the Action to
be taken, and your Medicare and Medicaid provider numbers. If this section is not completed, the form
will not be processed. These are the only carriers for which EDS can currently cross-reference provider

numbers.

Medicare Part A Intermediaries

O Riverbend GBA Medicare Part A (Tennessee)
http/'www.riverbendgba.com

O Palmetto GBA Medicare Part A Effective
November 1, 2001, Palmetto GBA assumed the
role of North Carolina Part A mtermediary from
Blue Cross/Blue Shield of NC. (North Carolina)
http//'www . palmettogba.com
Trailblazer Medicare Part A (Colorado, New
Mexico and Texas)
http://www.the-medicare.com

O United Government Services Medicare Part A
(Wisconsin) http:/'www ugsmedicare com

Palmetto Medicare Part A (South Carolina)
http://www . palmettogba.com®

AdminaStar Medicare Part A (Illinois,
Indiana, Ohio, and Kentucky)

http://www adminastar com*

Carefirst of Maryland Medicare Part A
(Maryland)

http:/www marylandmedicare com/pages’m
dmedicare/mdmedicaremain]l htm*

Weritus Medicare Part A (Pennsylvania)
http://www .verttusmedicare.com®

First Coast Service Options Medicare Part A,
subsidiary of BCBS of Florida (Florida)
http:www floridamedicare. com *

Medicare Part B Carrier

O CIGNA Medicare Part B (Tennesses. North
Carolina, and Idaho)
hitp//www.cignamedicare. com

O AdminaStar Medicare Part B (Indiana and
Kentucky) hitp://www.adminastar. com*

O Palmetto Medicare Part B (South Carolina)
hitp/www.palmettogba.com®

Medicare Regional DMERC

O Palmetto Region C DMERC (Alabama.
Arkansas, Colorado, Florida, Georgia,
Kentucky, Louisiana, Mississippi, New
Mexico, North Carolina. Oklahoma. Puerto
Rico, South Carolina, Tennessee, Texas and
the Virgin Islands);
hittp://www.palmettogba.com

*Trading Partners currently in testing phase.

Action to be taken:

O Addition - This is used to add a new provider number (Medicare or Medicaid) to the crossover file.

Medicare Provider number:

Medicaid Provider number:

O Change - This is used to change an existing provider number (Medicare or Medicaid) on the

crossover file.

Medicare Provider number:

Medicaid Provider number:

Mail completed form to:
P.O. Box 300009
Raleigh, NC 27622
FAX: 1-919-851-4014
1-800-688-6696

PVS002 Revised 07/04
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SAMPLE OF HEALTH INSURANCE INFORMATION REFERRAL (DMA-2057)

Division of Medical Assistance
Health Insurance Information Referral Form

Recipient Name:

Recipient ID No: Date of Burth:

Health Ins. Co. Name (1) Policy/Cert No.
(2) Policy/Cert No.

Reason For Referral

Recipient never coverad by or added to above policy(s) (EOB attached)
Recipient’s insurance coverage terminated (EOB attached)

New policy not indicated on Medicaid ID card (EOB or copy of insurance card
attached) Indicate type coverage:

(Do not melude Medicare)
Major Medical Hosp/Surgical Basic Hospital
Dental _ Cancer _ Accident
Indemmity Nursing Home

Attach origimal claim, a copy of the EOB or a copy of the insurance card and submit to: DMA - TPR,
2508 Mail Service Center, Raleigh. North Carolina 27699-2508. The Third Party Recovery (IPR)
Section will update the system and forward claims to EDS within 10 working days after receipt.

Provider Name: Provider Number:

Subnutted By: Date Submuitted:

Telephone Number:

DMA 2057
Revised January 2003
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SAMPLE OF INSTRUCTIONS THIRD PARTY RECOVERY (TPR) ACCIDENT
INFORMATION REPORT (DMA-2043-1)

THIRD PARTY RECOVERY
INSURANCE INFORMATION

CHECK ONE to szelect action.

O TA-2dd policy (Must include at least cone individual.), add individual to
a policy, update policy, delete policy.

O TU-Update indiwvidual coverage.

WEER CTY DIST DELETE POLICY

U

POLICY NUMEER INS CCMP CD | INS TYPE CD

POLICY HOLDEES MNRME GRP POLICY GROUP POLICY NAME

GROUP ADDRESS

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

INDIVIDUAL ID G POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

For filing purposes:
CASEHEAD NAME EIS CASE ID CO CASE WOREKER DISTRICT

DMA-2041 (04/03)
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SAMPLE OF HEALTH INSURANCE PREMIUM PAYMENT (HIPP) APPLICATION
(DMA-2069)

HEALTH INSURANCE PREMIUM PAYMENT (HIPP)
Application Form

Name of Applicant / Recipient Medicaid 1.D. Number

Applicant/Recipient Address Social Security Number

City, State, Zip Area Code/Phone Number

Name and Address of Insurance Carrier Policyholder's Name

Policy Number

Palicyholder's Social Security Number

Premium Amount /Month

Source of Insurance (check one) |:|Employee Group Plan |:I Self Employed

|:|COBRA |:I Medicare Supplement

How are premiums paid? (Check appropriate box) Type of policy (Check appropriate box)

1 aid by insured to insurance carrier 1. DSingIe Coverage
2] aid by insured to employer 2.[OFamily Coverage
3[JPayroll deduction

Name of Employer:

Address of Employer:

Employer Telephone Number:

This person has been diagnosed as having

This person has been tested positive for (HIV). |:| Yes |:| No

If yes, please attach a copy of the most recent laboratory test.

This form must be accompanied by an itemization from the private insurance carrier for all claims submitted for
the previous three months.

Submit completed form to:
HIPP Coordinator
Third Party Recovery Section
2508 Mail Service Center
Raleigh, NC 27699-2508
(919) 647-8100 or 1-800-662-7030

DMA-2069 (1/2005)
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SAMPLE OF MEDICAID CREDIT BALANCE REPORT

MEDICAID CREDIT BALANCE REPORT
PROVIDER MAME: CONTACT PERSON:

PROVIDER MUMBER: TELEPHONE NUMBER: {

QUARTER ENDING: (Circle cne) 331 &30 @20 131 YEAR:
(1 2] {3) 4 (51 () il
RECIFIENTS MEDICAID FROM DATE TO DATE DATE AMOUNT OF
HAME NUMBER OF SERVICE OF SERVICE ~ MEDICAID PAD CREDIT

(B)
REASON FOR

DMA

Chrcle one: Rizfund Adpestrment Return form to: Third Party Recovery

2508 Mail Service Center
Revised §/03 [Zee back of form for instructions) Raleigh, NC 27699-2508
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Instructions for Completing Medicaid Credit Balance Report

Complete the “Medicaid Credt Balance Repor® as follows:
= Full narms of facility as it appsars on the Medicaid Records

The facility's Medicaid prowder nurnber. |F the facility has more than one provider number, use 3 separate shest for each number. DO
NOT MIX

Circe the date of quarier end
Enter year

The narme and telephone number of the person completing the report. This is needed in the event WA has any questions regarding
some item in the report

Complete the data fields for each Madicaid credit balance by providing the following infommation:

Column 1- The last name and first name of the Medicad recipent (e.g., Dee, Jans)

Column 2 - The indwidual Medcad identfication (M) number

Columnn 3 - The month, day, and year of beginning service (e.g, 12005/03)

Column 4 - The month, day, and year of ending senice (g, 1210003)

Column 5 - The R/A date of Medcaid payment (not your posting dais)

Columnn 8 - The Medicaid [CH (ciaim) number

Column 7 - The amount of the credit balsncs (nof the amount your facility bfed or the amount Medicaid paid)

Column 8 - The reason for the credi balance by entering: "817if it is 3 result of a Medizare payment: "837 if # s the resut of a health insurance
nent; "84 ifit is the result of 3 casualty insurance/atiomey payment or “007 if it is for ancther reason. Please explain "007 credit

ances on the back of the form.

After this report is cormpleted, total column T and mail 1o Third Party Recovery, DMA, 2308 Mail Service Center, Raleigh, NC 27898-2308.
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SAMPLE MEDICAID ADJUSTMENT REQUEST

MEDICAID CLAIM ADJUSTMENT REQUEST
(This form is not to be used for claim inquiries or time limit overrides.)

PLEASE COMPLETE THIS FORM IN BLUE OR BLACK INK ONLY
MAIL TO:

EDsS ADJUSTMENT UNIT A CORRECTED CLAIM EDS USE ONLY

POBOX (PAYER SPECIFIC)  AND THE APPROPRIATE
RALEIGH. NC 27622 RA MUST BE ATTACHED

One Step:

Provider #: Provider Name:
Recipient
Name: MID#:

SUBMIT A COPY OF THE
RA WITH REQUEST

Date From: Billed Amount:  Paid Amount: RA Date:
Of
Service:  To: 5 b}

Please check (v/) reason for submitting the adjustment request:

I:I Over Payment l:l Under Payment I:I Full Recoupment l:l Other

Please check (v) changes or corrections to be made:

I:l Unuts I:l Procedure/Dhagnosis Code I:I Billed Amount

I:' Dates of Service I:' Patient Liability l:' Further Medical Review

Do not write in this block

EDS USE ONLY

Third Party Liability Medicare Adjustments Other
(Attach all related Medicare Vouchers)

Please Specify Reason for Adjustment Request:

Signature Of Sender: Phone #:

/ / (
EDS INTERNAL USE ONLY

Clerk ID#: Sent to: Date sent:

Reason for review:

Reviewed by: Date reviewed:

Outcome of review:

Date received back in the Adjustment Department:

Revised 07/07/03
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SAMPLE OF PHARMACY ADJUSTMENT REQUEST

PHARMACY ADJUSTMENT REQUEST

MAIL TO :

EDS CORPORATION

POST OFFICE BOX 300009
RATEIGH. NORTH CAROLINA 27622

RECIPIENT MEDICAID NUMBER
[ O S S A

RECIPIENT NAME
FIRST

ATTN: ADJUSTMENT UNIT
PHAFMACY NAME AND PROVIDER NUMBER

MIDDLE

PLEASE PRINT OR TYPE (BLACK OR DARK BLUE ONLY)

LIST INFORMATION AS GIVEN ONRA

0 Fx NUMBER

DEUGNAME-STRENGTH-DOSAGEMEG N
D
C

QUANTITY

BILLED
AMOUNT

DATEFILLED
MO DAY YR

CLAIMNUMBER

DENIAL EOB

INSPAID

ADJUSTMENT REASON (BRIEFLY DESCRIBE REASON FOR ADJUSTMENT)

OUNT

Fx NUMBER

DRUGNAME-STRENGTH-DOSAGE-MFG N
D
C

QUANTITY

BILLED
AMOUNT

DATEFILLED
MO DAY YR

CLAIMNUMBER

DENIAL EOB

INSPAID

ADJUSTMENT REASON (BRIEFLY DESCRIBE REASON FOR ADJUSTMENT)

AMOUNT

Fx NUMBER

DRUGNAME-STRENGTH-DOSAGE-MFG N
D
C

QUANTITY

BILLED
AMOUNT

DATEFILLED
MO DAY YR

CLATMNUMBER

DENIAL EOB

INSPAID

ADJUSTMENT REASON (BERIEFLY DESCRIBE REASON FOR ADJUSTMENT)

Fx NUMBER

DRUGNAME-STRENGTH-DOSAGE-MFG

N
D
C

QUANTITY

BILLED
AMOUNT

DATEFILLED
MO DAY TR

CLAIMNUMBER

DENIAL EOB

INSPAID

ADJUSTMENT REASON (BRIEFLY DESCRIBE REASON FOR ADJUSTMENT)

T docum:
2d vnder applicable Federal or Stai

FORM MO 37

CLAIMANT SIGNATURE
IMPORTANT: THIS FORM WILL BE RETURNED IF THE REQUIRED INFORMATION AND DOCUMENTATION FOR PROCESSING IS NOT PRESENT.
(REVISED 3-2000)

DATE




Basic Medicaid Billing Guideline

April 2007

SAMPLE OF MEDICAID RESOLUTION INQUIRY

MEDICAID RESOLUTION INQUIRY
MAIL TO:

EDS PROVIDER SERVICES

P O BOX 300009

RALEIGH, NC 27622

Please Check: [ Medicare Override OTime Limit Override OThird Party Override

NOTE: PLEASE USE THIS FORM FOR OVERRIDES AND INQUIRIES ONLY.
CLAIM, RAs. AND ALL RELATED INFORMATION MUST BE ATTACHED.

ADJUSTMENTS WILL NOT BE PROCESSED FROM THIS FORM.

Provider Number:

Provider Name and Address:

Patient’s Name: Recipient ID:

Date of Service: From:  / Soto S /Claim Number:

Billed Amount: Paid Amount: BA Date:

Please Specify Reason for Inquiry Request:

Signature of Sender: Phone #:

TO BE USED BY EDS ONLY

Remarks:

Revised 7/1/03
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SAMPLE OF ELECTRONIC FUNDS TRANSFER (EFT) AUTHORIZATION
AGREEMENT

Attention: Medicaid Providers
Electronic Funds Transfer (EFT)
Authorization Agreement for Automatic Deposits

Request type (must be checked) O Initial Request (Start) O Change Request (Stop & Start) O Cancel Request (Stop)

Elactronie Data Systems offers Electromie Funds Transfer (EFT) as an altemative to paper
check issuance. This service enables providers to have Medicaid payments depesited at 2
designated bank while continuing fo receive Remittance and Stams Reports (RA) at your
mailing address of record. This process will zuarantes payment in 3 timely manner and
prevent your chack from baing lost through the mail.

To ensure timely and accurate enrollment m the EFT program, please fll out the form on
this page, aftach a voided chack or a bank letter, and retwm it by matl or fax to
EDS, 4905 Waters Edge, Raleigh, NC, 27606 OR 919-816-2186 ATTN - Finance

OR email to EFT/@nexix.heg.eds.com

EDS will 1un a trial test between our bank and yours. This test will be done on the first
checkwrite you ave paid after we process this form. Initial requests normally take 2
checkwrites to finalize; changes require | additional checkwrite due to 2 cancellation
period. Using EFT, your payments will go duwectly to vour bank account. Your RA will
continue to come through the mail On the last page of your RA, in the top left cormar, it
will state “EFT mumber”, rather than “Check number”, when the process has begun. EFT
Payments ars usually effactive one business day after sach checkwiite date. Contact
Provider Services at 1- B00-688-6696 with anv questions regarding EFT.

Thank you for your cooperation in making this a smoeth transition to EFT, and for helping
us to make the Medicaid payment process more afficient for the Medicaid provider
community.

Voar Noms
123 Any St
Amytouen, T34 12345

Payto s
Cincar
of

Bank of A=yiowz
Amytoum, T34

Far VOID SIGATURE

1235678

*EACH PROVIDER NUMBER REQUIRES A SEPARATE REQUEST

PROVIDER NAME

DATE BILLING FROVIDER NUMBER,

TO STOP USING AN ACCOUNT - COMPLETE THIS SECTION

BANE NAME

BRANCH ADDRESS

CITY

BANE TRANSIT/ABA NO.
ACCOUNTXO.
CHECKING OF. SAVINGS
TO START USING AN ACCOUNT - COMPLETE THIS SECTION

STATE ZIP CODE

BANK NAME

BRANCH ADDRESRS

CITY

BANE TRANSIT/ABA NO.
ACCOUNTNO.
CHECEING OR SAVINGS

STATE ZIP CODE

Under penalties of perjury, we hereby certify the checking or savings account(s)
ndicated above is/are under our direct control and access. Therefore, we authorize
Electronic Data Systems to initiate, change or cancel credit enfries to those
checking or savings account(s) and the bank name(s)as indicated above.

NAME:

Frinnd

Auwthorized Smemme

Contact Name Phone Number

< AVOIDED CHECK MUST BE ATTACHED FOR EACH BANK ACCOUNT
IN ORDER FOR US TO PROCESS YOUR EFT. D0 NOT SUBMIT DEPOSIT
SLIPS. IF YOU DO NOT HAVE A CHECK, OBTAIN ALETTER FROM YOUR
BANK VERIFYING ACCOUNT & ROUTING NUMBER.

Revized /2006




